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ABSTRACT 

A study examined the perceptions of pharmacy students 
regarding pharmacist-patient communication to determine whether the 
increased emphasis on the patient counseling role of pharmacists 
resulted in perceptual differences between students, pharmacists, fuid 
faculty. Data were gathered from 25 students, 2 pharmacy faculty, 8 
communication studies students, one communication studies professor 
from a roidwestern university, and 5 local registered pharmacists. 
Subjects responded to 51 questions, employing the Q-methodology, in 
which statements are sorted (each printed on individual cards) 
according to an ll-point agree-disagree continuum. Results revealed a 
similar structure of opinions eibout communication among pharmacy 
students, pharmacy faculty, and pharmacists. The composite findings 
indicated the following concerns aUDOut effective pharmacist-patient 
communication: (1) the degree to which the pharmacist should focus on 
the patients and their feelings; (2) the difficulty in counseling 
patients when there is much behind-the-counter work; (3) the 
expectations of the patients; and (4) the degree of empathy for 
patients and the type of communication. (One table of data is 
included; 59 references and 1 appendix containing a descending array 
of z-scores with item descriptions are attached.) (KEH) 
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indicated a typical structure of opinions about cofflaunication which shows 
a similarity between pharsaoy students, ^amaey faculty, and pharsaciats. 

Author Identifioation t Joan E. Aitkeii (Ed.D,, University of 
Arkansas-Payetteville) is an Assistant Professor in the Department of 
Co«Bunioati©n Studies, 5100 Rockhill Rd., University of Missouri— rUiifflas 
City, Ka^as City, MO 64110-2499, USA (tele|*ioi» 816-276-1698). ^e 
author expresses her appraoiation to Rodger D. Palser, Senior Research 
Associate, School of PharB»oy, University of Midsouri— Kansas City, for 
his research assistanoe. 



"PERMISSION TO REPRODUCE THIS 
MATERIAL HAS SEEN GRANTED BY 



TO THE EDUCATIONAL RESOURCES 
INFORMATION CENTER (ERIC)." 



an eqyaj oppoflunffy mstnutfun 



U.S. OSPAmu^J Of EOUCATtOM 

Office of £tkiC9%Kmm ««a••fc^ and Improvejnent 

EDUCATIC^L RESOURCES INF 0**MAT(ON 
OeNJE^ <€RtQ 

D Thts ;k>cument has tfcen reprodMcaO ftft 

ongmcttng tt 
O Minof c*»t«ge8 be«n made to ktippdv© 

• Proms of ¥««ir<KOp»«ioft88i»t^mm<s{jQCt/ 
0€R< po$rtion Of poltcv 



lERLd 



I I 




Biaxmolat-INitidot C<»Runleation, 1 



Pharaaolet-P&tlent CoMmnieatioai A Struoture of Int«tpgr»onal Preoeasgg 

The p«8t ymra have wlti»«0^ an iTOreased eaphaBls on effeetlve 
o€»anunieation between phapwaciets and patients > as patient counseling hao 
beoone a central aspect in i»w ^larMolst's role. Schools of ptmm&oy 
around the country etre enomraging their students to increase their 
ooM»inic8tion skills and iaprove ^eir interaction with patients. But how 
do ^tanmcy stt^ente perceive p^uraaeist eoaauni(»tion? And are their 
perceptions different froa practicing i^araaoiats or i^arsacy faculty? 
%ose were the questioi^ tl»t p^iqtted this study. 

In order to assess opinions about pharaaoist ooncuni cation, 
Q-aethodology was esployed. A primary phase of the study was developoent 
ami administration of a Q-sort for aeasuring j^araacist ooaBunication 
style, ^e second ^»se included the analysis of ^e data. 

Q-ae^odology provides cer^n adviui^i^s over other ne^ods in 
behavioral research, indi<»ting appropriateiMss for this study. Although 
Q-asthodology enahled significant advanooBsnt in the study of psychology 
and education, Stephenson *s research aethod also has resulted in work in 
areas of coBwunication studies (Nitcavic & Ait ken, 1988? Barbate, 1986} 
Ifurray, 198$| Stephen, 1985f fiarohak, 1984t Cragaa & Shields, 1981). Even 
thou^ the technique has been used in studyii^ sverytiiii^ froa intensive 
analysis of ii»livid<»l casM t9 imrketing research of ^ousands of people, 
Q-Mthedology is particularly effective in rssmroh with a si^ll imaber of 
subjects, as in ihir tame <ns41). As explaii^ by Casey ai^ Sn^aa 
( 1988) I "Q-sethodo:^j>gy uses the principle of balanced design to structure 
variance into both the i^ple who serve as subjects and the stat^Msts 
about the question at issue to which they react. A saall nuaber of people 
suffices to encapsulate the variance in subjects" (p. 2). The aethod has 
deuonst rated effectiveness is analyzing the "phenoaenologioal world of the 
individual (or of saall muabers of individimls) without sacrificing the 
power of statistical analysis** (Stej^en, 198S, p. 193 )• ^The unique 
capabilities of Q-sethodology have resulted in over 1500 studies using the 
aethM in the social soienoes (Brown, 1986a, p. 72). Recently, 
Q-methodology also has yielded insights into understanding ooneuni cation 
in wedicine, particularly related to nurse-patient coaaunieation (Dennis 
1989| Stokes, t988t l^lor, 1988t Dennis, 1986 1 Morris A Grove, 1986t 
Hitchcock & laakia, 1986). 

The developaent and use of the Pharaacist Q-Sort in this study was 
accoaplished through the following stepst (a) developaent of the Q saaple 
to aeasure pbaraaoist-patient coaaunieation, (b) selection and printing 
the Btatoients, (c) selection of respondents, and (d) test adainlstration. 
The process is explained in the "Method" section of this paper. The 
questions l^at guided the stt^y werei 

1. Is there a oonsoa way that pharascy students view phartBaoist 
conaunl cation? 

2. Are there perceptual differences between students, j^rmciats, 
and faculty in their views of i^macist ccaBmnicatlon? 
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Background Literature 

iHtri^ reeent y^nn, ^ere has ^men an ^^asis on improved 
oOBBunioatioa skills for health eare prefMsioi^s. Certainly o^toem 
over various oosMunieation styles and skills in sedieal sciences has long 
bees desonetrated (e.g. Voodferd, (^sata, 1960). As a group, 

pex^ps nurses l»ve 8«de the neatest effort to ia^ve their 
ooaaanieation skills, followed by physioians, and nost recently 
phariBacisto (Korse i Pilan, 1982| Worobey & Cumings, 1982} Honeyoutt & 
Vorobey, 1987). The growing concern over effective patient-^iamaoist 
eoflsmnic^tioB has led to advo«koy of inproved ooaBniaioation praotioes ai^ 
teohaiques (Covii^tim & Vfaitney, 1971$ Kreps & ^raton, 1984 1 C^mray, 
1987f Tindall, Beardsley, & Kimberlln, 1989), Kiere is conoera, hovever, 
wheUier IsstruotlOB is eoanmi^tioB studiss is adequate for health mre 
professionals. 

In a study of health care agencies, Di Salvo et. al founds "that 
h^l^ <»re pmotitioirars, across oeoupational sul^srou]^, value sost 
strongly cooauni cation which facilitates positive, productive 
relationships. Relationship-building, listening. Motivating, and 
exchanging feedback and inforaation coaplete the list of core 
oosnunioation emipetenoies paraoount in health ^re, whe^er oos^nioating 
with superiors, subordinates or clientele" (238-239). la addition, they 
peroeived ooaaminieation patient as equal or greater iaportanoe than 
cofHBunication with subordinates or superiors* Thus, one can assuae that 
heal^ oare providers recognise the inportasce of effective coMninioation, 
but what unique eonoena do Pharaacists have regarding their 
ooaawnication? First, the perception of the Anerican public includes 
considerable misunderstanding about the training ami role of the 
^araaoist. To so», ]^araaois-to are considered ^st teohnioians. ^e 
patient nay l»ve no eonoept of the trainii^ and knowledge the phamaoist 
has. Patients often perceive sedioal doctors as being the best source of 
inforaation about aedication, when in fact, pharmacists are the best 
source. 

Second, patients see pharmacists after they have seen other aedioal 
personal. Patients usually spend considerable tiae and soney seeing their 
physician before they reach the phamaoist. Hany patients lack patience 
when they find themselves spending acre tiae and aosey, now for help froa 
their phamaoist. Mot only do patients have tins oesoems, but 
pharaaoists say find it difficult to take the tine to effectively counsel 
patients in the niddle of filling sAny presoriptiom during the oour&e of 
the day. 

Third, as all aedioal personal r^lise, the patient is generally 
ui^er stress. When clients cose to i^rB»eists, usually they are ill or 
soneone they love is ill. This stress is a najor distraotor, which say 
Bake it difficult for the patient to listen wsll. 

Fourth, the patient my **fsel like a dum^,** refluot^ by ths 
differing knowledge level and inability of patients to understand ^arsaoy 
terns (Shaughnessy, 1988). Althou^ nost ipatients probably want to 
understand their pro bless and their sedics ions, they nay have difficulty 
with the technical lan^piage, the authority image of the medical personnel. 
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or ^tting togp^er the different infervation they receive f r«a their 
physieiaii and ^lannoiet. 

Piftli, the j^anseoy aettiag mety oreate a problen for ^artmoiet 
cojwunication (Polanaki k Polanski, 1982). Although a phyeioian can talk 
privately with a patient, a pharmaoist may be unable to do so. The 
barrier of the raised counter and the presence of other ous toners or store 
personml in tkm j^atmoy ajna. m aa^or ii^ibiting factors. 

Sixth, the pharaaoist oay be aa imlividt»I wi«i high oowwnieation 
apprehemion, who finis ooiBiusieatioa with ^tieats difficult. "Our best 
estioates are 20-33f of ^laraaoists will avoid oMniaieatioa whei^ver 
possible" (Baldwin, Richaond, JfoCroskey, Berger, 1982, p. 26). Phartsacy 
students also have problen with coaaunioation apprehension, as evidenced 
by a report by Baldwin, WcCroskey, and Knutson (1979). They found that 
pNunaey students lacked confidence in their coaaunioation ability, 
approximtely 20 percent of whoa had significant ooaounication 
apprehension. Although this proportion is ooaparable to the general 
pojailation (Richaond and MoCroskey, 1985, p. 3^), a ooaninioation 
apprehensive pharaaoist aay actively avoid talking to patients. Thus, 
aaay patients perceive these pharaaoists as soaeone who stays behini the 
counter, counts "pills," and hands over the aedioation. 

FiBJally, because of possible increased health needs and hearing 
problsas, the elderly patient aay have special ooounioation problen with 
4te pharaaoist (Galisia and Sause, 1982). These probleas are soae of the 
factors that aake effective ooaaunicatioa between pharaaoists and patients 
unique and challenging. 

The answer to aany of these problei^ aay be "more effective 
counseling." As Gossel (1988) reooaaeadedt "Pharaaoists should take an 
aotive role in counseling patients..." (p. 56). Both trade sagassines and 
scholarly works have deisonstrated the concern over effective counseling 
betweea pharaaoist and patient ((kin»y, 1987, Saith & Gamer, 1987? 
Woronlecki, HoKeroher, Plaglsr, Berchou,Cook, 1932{ Sohondelaeyer & 
Trinca, 1983? Puckett, Vhite, Moseberg, Natohett, 1976). Aooording to 
Robert Bachaan, executive director of the National Council on Patient 
Inforaation and Education (NCPIE), for exaaplei "The nost inportant thing 
that a pharaaoist can do to enaure proper ooapl iance - -ino luding ooaing in 
for required refills—is to counsel the patient when presented with the 
firat prescription" (in McCarthy, 1989). According to Epstein (1988), the 
best counseling strategies are to keep it short, siaple, logical, 
concrete, interesting, and repeat inforaation. Aaong the various 
techniques advocated in Pharaaey Tiaes ( 1982) are careful interpretation 
of patient attitudes and behaviors . But in the face of the deaands of the 
position, this advice to phan^oists appears overs iopliatio. Thoapson 
agreed in a review of health oonai nice t ion, in which she expressed concern 
over "severe coaauni cation probleas," but little about the specific 
probleas, "basing their ooncerna on siaplistic principles froa basic 
coaauni cation texts. Mere eoaplex coBBuni cation theories or principles 
tend to be applied inaccurately." She found siaplistic research led to 
siaplistic advice for the practitioner (pp. 148-9). 

The need for effective pharaaoist -patient ooaoiuni cation is clean it 
can ensure patient ccaplianoe, catch probleas before they become serious, 
aad help patient care. Before one can deteraine the best ways to iaprove 
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pbaraaoist eoaaunieatioii, ose rmeia to knew how ptoxmeists peroeive and 
perfora oo«Muni(»tioB. CMKuniostioa stylo is aa iniportaiit oleBoat in 
undentaniing. Hfmeyeutt bsA Worobey ( 1987) exuili^d l^o oenniaioator 
style of »irses, looking »t their intersetioa suporvisora, peers. ai»l 
suhordimtes. In light of sddltl<»ial researeh linkii^ patient 
satisfaotion with physioian eimiBioation style (Ifaai, Roter, ai^ ^md, 

*i J^ii!' mih it seem likely l^t 8ii<^ a link say also 

exist between patient satisfkotioa p^maeist eoMuaioatioa style. As 
Woroleoki ai^ others (1982) wrotei "i^ianaaoUt eonsultatio&s ean have a 
signifitmnt effect,.." (p. 1909), leadi^ one to s^ouUte liiat {diarsaoist 
attltaides axA skills relate to ooab<unieation (»n be an important element 
in suoeessfal patient tr^taent. As Reses and Reses (1980) told 
pharaaeistst "Your attitude and your ability to oonnioate with your 
patients are the keys to producing a professional at^s^ere in your 
f^araaey." 

Method 

Despite its use over the past fifty years, as Sl»^en (1985) 
explained, "Q-«ethodology is one of the least known and least u^erstood 
quantitative •ethods" (p. 194), In a "nutshell," 1-«ethodol<^ is a set 
of procedures tk&t ean be ussd in studyii^ the subjective nature of ideas. 
Although originally designed for research in the field of psychology 
(Stephenson, 1953), the sethod has received widespread use across aai^ 
diseipliiMs. Because of Ste^ei^on's trainii^ at London University and 
(hcford Qniversity in both the ^lysieal mxA b^avioral sciences— a Ri.B. in 
^sios a f^.D. in i»yohology— he developed a aethod for studying 
thiiUiing based on his knowings of physical science.. As Brown (1986a) 
wrotei "Bie first axioa of Q oethodology is ttet it is subjective 

self (a priaitive and undefii^ tem) that is at the center of all 

Beaaing." B;e concern is for "states of aind" rather ti»n "o!»ervsbles in 

states" (p. 73)» 

^b^cts 

The subjects were 25 pbaraaoy students, two pharmacy faculty, eight 
cooBunioation studies sttulents, one ofminicatien studies professor, ai»l 
five local registered phartBacists . The study was conducted at a 
university in a aid-western aetropolitan area in the United States. All 
respondents were volunteers. Twenty five percent were wae, seventy-five 
percent were feaale, which reflected the portion of m and w<Mien 
attending this pharaacy school. Ages of sublets ranged trtm 20 to 42. 
West students were in their sarly twenties, ^taraacists aiKl faculty were 
in their thirties and forties. The piuuraaoy students were froa three 
oourseSf aany of whoa were ooaplsting their last year of study. Regarding 
pharaacy experience (aultiple responses were allowed), the phareaoy 
stwlsnts, faculty, and pt^raacists indicated having worked in the 
following settingst 19 in hospitels, 13 in chain stores, 11 in privately 
owi»d pharaacies, 3 in HMOs, 1 in a nursing hoae, 1 in a clinical setting, 
1 in academic research. There were nine subjects not affiliated with 
pharaaoy, who were told to coaplete ^e Q-sort froa their perspective as a 
patient. 

In a school of 185 students, the 25 jfearaaoy students in the study 
represented 26 percent of the upper level i^raacy students enrolled. -Hie 
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faculty and regis terad i^ianncists were inclined to deteraine whe^er 
there was a tenteaey for students to thii^t in a pattern siadUr or 
different froa the professionals, '^e conunicatioB studies subAeote were 
included to give the perepeetive of patients who should be kmwledgeable 
about effective coasHiaieation skills. 
Q-Sort Apparatus 

O-aethodology incorporates into its philosoi^i<»l underpinnim the 
ioportan^ of langua^ in our cultaire. The idea is that ^e way we talk 
?J22lv% Si?** ««J4«ot defiles our perception of «iat subject. Steidieasoa, 
(1986b) indicated that «Q is bas^ on cmunication and iteaniag as 
reflected in the ooneouree • ^e eonoouree is the collecti^ of 
Btatmnte fren i^ich ^e Q-sort stateaeats (ssaple) are selected . By 
interviewi^ people and a<»iuiri^ stateaeate froa «ieir ccmm lai»uage. 
Q-aethcdol^ gives a vehicle that nanifests our cultore (Aitken* 
P&laer, 1988). ^ esaaiaii^ the nature of l^ese stateaents, one can 
detendi^ «ie elmats that appear in ^ conciHirae ^at should tterefore 
be iTOluded in the Q-sort or "ssaple." The wmmm is i»t m>rBative froa 
the st^point ^t it will aean ^e saae ^ing to everyo^, }»tt froa the 
standpoint that the Q-sort stetmats should evoke amiBg frf» everyww. 

stat^nts for ^e Q-sort. (distent with standard procedures in 
Q-Bethodolc®f, an effort m mde to produce a Q-sort relevant to «ie 
lubjeo^ in thie sti«ty (Brewn, 1980), so statmnto were collected 
priaarily froa focused diacHtssions of groups of i^moy studeata. 
Interviewees were asked to consider probleu in phamoist-patient 
TOsauaication and their feelii^ about various aspects of conniaication. 
^oh steteunt was recorded, ^en the statei^nts were considered aooordims 
to their uBderetandability and relevance to the steidy. To clarify Q-sort 

aentences were re-worded, coabined, sepamted, and 
; X 1 but a Biaimia of changes were »de. Hundreds of statenents were 
evaluated for inclusion in the fiial Q-sort. 

The exi^riaenter grouped the gathered stateaente according to 
similarities. After categorizing aM rec^tegorising the s^teaents, 
certain characteristics mr^ that previded ^e structure for the Q 
sort. All stateronte fell into om of severel categories! i^taraacists * 
sKills, oonoere for patient, preblens inherent in the occupation, pereonal 
l^repeative, tine restrictions, counseling or eapethy, and judgaents. 
%e8e ^tei^riss enabled a way of perceivii^ i^iamoist eoaaual^tion. 
Iftus, thia lnfor»l structure was iaposed on the Q sort, based on a nuaber 
of stat^ats froa ^ch of the <»tegories ^t represented the preportions 
in the Q ooneouree, so that each desired eleaent was represented 
(Brenner, 1988, p. 13). As Brown (1986a) explainedt "'^ ~ 

Stateaents in a Q sasple, unlike iteas in a conventional rating 
scale, are not regarded as having a priori amaiag, or as being valid 
^uree of a charecteriatic or treiti Their pUoment in thU or 
that cell of the design is previsional, and their selection in terms 
of the structure of the design is for purposes of oontructing a Q 
sanple that has the mm breadth as the coacoune that genented it. 

The ^t>«;l»t«8 skills (statmnts 1, 6, i1, 24. 25, 2, 23 , 26) can 
be characterised by ^e statmnti "I worry because I don't feel that I 
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can retain all the iofomatieii that I have been tau^t in {^xmoy eohool* 
ia***X® ^JS^J!^^ anyway." Conmm for the patient (steteBKia^ 27, 3, 
28, 29, 12, 22) inoli^eds me ^ameist ehouU aii»^ fomie on the 
patient and how or wl»t the patient feels.** FrobleM inherent in the 
oooupatlon (etateneate 30, 31, 32, 33, 34, 35, 21, 36, m mm he typified 
by I "It seem ttiat the »^rity of «ie people eyt ^ere don't r^lly 
understand the role of the i^miaeist." The personal gersaeotive 
(stateaents 37 , 38 , 39, 19, 40) iaoluded suoh itean asi •'^a»inioation 
wi^ patients in a ^naoy setting is difficult for «e." Tim 
restriotifflM (s^tensnts 18, 13» 41, 4, 8, 9, 17, 42, 43, I^Twre 
frequently aentioned by the pharaacy students, and inoorporatedi "A day 
is only so long, and when a ^unaeist is fillii^ 150 or so preseriptions 
a day, there isn't suoh tiae for anything else.** Counselltmt and eroa ^y 
(s^tfi»ents 44, 45, 51, 7, 46, 47, 15, 48) (mb be ooasidered by stat^nto 
likei "I Just cringe at how fake sm •^pathetio* statesents sound.*' 
Judfsnents (statmnts 49, 50, 14, 10, 5) were represented by statmnts 
au<^ as t "It is difficult not to be Judgmntal, even if you dwi*t let it 
show to ^e patient. It is huaan nature to judge ethers." To provide a 
balaiKse of stateaents to i^ioh ^e resposleat oeuld a^ee and disagree, 
both positive aM negative stateaents wre include. 

This 51-statesent Q-sort fell within t&e typical rai^ of 20 and 60 
statmats (Brown, 1987b, p. 98| Brown, 1986a p. 59). The issue of ratio 
of Q sorts to the nuaber of statements in the Q saaple app^rs of little 
ifflIK>rtaBC» because in Q one does m>t know how mmjf faotors to expect (e.g. 
»own, 1986c, ArrindeXl and Van der ^e, 1985). This author prefers 
using a Q-sort that is eiaply large enough to cover the diversity within 
the concourse (Brown, 1986c). 

Printing Statwnts, After final Q-sort selection, the statemnts 
were raMoaly ordered and ssmbered accordingly, 'me Q-sort (see appei^ix 
1) stat^wats were printed on sheets of paper a^ out into smll slips 
(on© statesent per slip). In liiis study, snll, paper »eaHB« were 
adequate because they required little woriiing roos during test 
adainistration. A title card aM each stat«ent was then plao^ in 
miaerical order ai^ placed in an envelope. Each deck of stateaents was 
used only once. A separate amwer sheet wi«i the Q-sort iMtructions, the 
forced distri^tion soale, ai»l an area for respoi^snt data was provided 
with each 0 sort deck. 
Proc^ure 

The Q-sort is different froa aost paper-ai»l-i»ncil msures, in that 
^e respondent sorts statesent aooording to an agree— disagree 
(pleasure— unpleasure) contimiua. Xnstmid of responding with one's degree 
of agreeneat to each steteaent, the respondent sorts meh statesent to be 
placed on a grid that shows l^e relationship between stateaents. 

Forced. Quasi-Boraal B lstributioa for Rsssonses . Althou^ the grid 
for arrangMwnt of Q-stateaents can be dOM in a variety of ways, "the Q 
sort statCBsnts are ooaventionally arrayed in a forced, quasi-iuiraal 
distribution** (Brown, 1986a, p. 59). Although a statistical me oaa be 
aade for qi»si-noraal distribution (Stephen, 1985), "the forced 
distribution is a aodel (of the Law of Error) which is designed to help 
the Q sorter think about the problea" (Brown, 1986e, p. 66). Suoh 
f ore jd-ohoioe distribution on an eleven-point scale was advocated by 
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Stevenson (1989, p. l8l). Th%t is, subjeots were isstnioted to plaee a 
certain niiaber of stat^ients In eaoh eate^ry aa felXewBi 



^ble One 
Statenent distribution 



NEOmi ""^ " 

DISAGREE OKlffiCIXfflD 

-5 -4 -3 -2 -1 0 ♦2 +3 +4 ^5 

23566766 5 32 
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How R^ults Vere Interpreted, fiata were aml^ed Van Tubergen'a 
(1975) QOAHL eoaputor prograa, using wiwax rotation, whioti ia eonsidered 
the mmt widely used prograa for Q analysis (Steven, p. 204). 

Aa explained by Dennis (1989), "In Q nethodology, (wtegories 
CdiMnsiora) mr^ frm the data in a stati8ti<»lly qi«»ntifiable aanner 
(factor analysis), yet they are interproted inductively in a qualitative 
approach" (p. 7). ?y lookii« at the desoei^ing array of s-seorea ai^ itM 
desoriptioi^, the resw^her mn exsmlws how a prototype would 
theoretically arrange the statenents on a nost-agree to mt^isr^ree 
oontinuua. 

Consider an application of an explanation by Casey and Grahaa (1988) 
regarding intex^retetioni 

In Q-nethodology, factor analysis features correlations bet%#een each 
pair of persons (rather than between each pair of iten). ^oh 
person's array of seores <m thm [51, in the Phamaoiot Q-sort] 
atate^nts is thus oorreUted wi«i ea<^ o^er person's array, leadimr 
to a Cm X 41} cell^ table £l68l cells] upon which t^e factor 

^ perforned. Raotor analysis bringing out the uirterlying 
sioilarlties in these arrays thus eluste» l^e sublets into 
llke.oinded grou^ (instead of clustering item into factors ocwposed 
of itm which evoke siirtlar responses in the overall gz«up of 
eul^ets)...,We account for l^e clustered viewpoints (i.e., factors) 
by careful emination of the typal arrt-^s of the fsotors, mxA here 
we benefit fr<» the variety of statoMnts fron different real8» of 
thou^t selected for the Q-saiiple...,fhis outlook reflects how an 
identifiable se^Mnt of public opinion actively tiiinks about the 
issue in the sense of wreetllng with, asseabling, and Juxtaposing 
variwis ideas, notions, concepts, factual obaervations, epigraas. and 
synbols into a neasingful viewpoint, (p. 7). » 
Resulta and Diseussion 

A cm factor solution appeared to be the best in this case, 
accounting for 33 oiMulative percentage of «ie total variance (p<.Ol 
level). In this particular case, although a Bulti-factor solution was 

<»»;-^»«*or solution ssm logical (see results in Appendix 1), 
Albeit a four-factor solution aoo«inted for 49f of the total variance, 
each Of the three subsequent factors comUted significantly wi«i type 
one. In addition, all but four sublets loaded signifiamtly on type oi^. 
Of the subjects that failed to l«id on type one, one was a second ykr 
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ph&rMicy stt^ent* ob9 wm a tfeird jr«ar ^raaoy ttydent, and Wo ware 
ooBwinication studies students. Thus, one can assuae a one -factor 
•elutioa is aest ^propriata la tbia atttdy. Mwt Aom this amm? A 
oiio-fiaotor solution in this ease probably indicates that the people in the 
study all have siailar ideas about what i^ianaoist ooaauni cation la. A 
siailar thread is woven through the ideas of each group i pharaaoists, 
phamaoy faculty, pharaacy students, and patients. 

The ooBposite indicates a nuaber of concerns about effective 
pharaaoiat -patient ooMnini cation. ViewLog the blend as a prototype 
person, this persoo thiedlcs that the pharaaoist should always focus on the 
patient bxA how or what the patient feels. He or she thinks aost people 
fail to understand the role of the phansaoist. He or she thinks it is 
haid to go out and oounsel a patient when there is so auoh work waiting 
behind the counter, and in fact, this person seeas concerned about the 
tiae eleasnt. On the other hand, he or she would also like to encourage 
patients to slow down usd listen. The prototype person thinks the 
oustooer should expect aore froa the pharaaoist. Th©i*e is definitely a 
right and a wrong wny to coaaunicate, and he or she thinks pharaaoists 
need to know aore about how to deal with problea patients. He or she 
perceives empathy as laportant. He or she thinks that patients want to 
know about their aedioations . This person seeas to be a healthy 
ooaaunicator under the pressures of the Job, but someone who wants better 
oonauni cation with patients - 

Soaa s^olf io ooaaaatii f subjects provide insight into their 
peroef Uons. Here is a saapling froa j^hartsacy students t 

"The aost frustrating part of beiug an R.Ph. is people treating you 

poorly, (Like you're a aaohine.)** 
"It's hard to forget stress in a aatter of ssoonds and forget how 
you're really feeling inside and beooae 'concerned and caring. 
"We are there to service the patient, so its natural that we need to 

know how they are feeling. " 
"I think we look at the ideal role of a pharaacist in school. Once 
out, we hope to achieve that role 'I'a going to, . .when I'js a 
pharaaoist. » When we start practicing, sose thing will prevent 
our achieving that role and we get frustrated and lazy and give 
up. 'I can't change the systea. ' Why do I have to change the 
whole systea, why can't I, as one person, aake the changes for 
myself and ay patients? Too often we focus on the negative of 
other j^iaraaoists. I want to worry about at and my role. I 
won't be able to ohaage thea— I just want to do a good Job 
syaelf 

"It is laportant to take tiae for patients and this is something I 

would like to isprove on." 
"Sometimes it is very difficult to find the tiae to counsel 

patlente." 

"Part of a pharmacist's job is to explain to the patieat what their 
medicine is and what it does as well as to illustrate to thea the 
iaportance of compliance. If they can't educate patients in 
these areas, who will? If the pharmao let's sole duty were to 
dispense medications, we could very easily be replaced by vending 
maohines." 

"In my opinion, oouasellng the patient is what phartsacy is all 
about." 
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In raoomidaring the quaatloin that guidad tha atudy, tha raaulte 
tfere not qulta wl^t ifaa anticipated. Aa S'topheimon (t987) azplaineda 
*^a Q 99rUt however, are not teatabla hjppethaaatt inatead, ^ey are 
hypothasia-indtiotive. CMditioas af ao-salled alM are ao oaaplas ^t 
fitnly after analysia, after the effect, can va deteraine uteioh lawa, if 
<MJyt ware at iaaue** (p. 25). la there a ooaaon wajr that these pharaaoy 
atudenta view phaneaoiat coBMunication? Yes. That stmotured perception 
appeara realiatio ai^ ooapatent. Are ^ra peroap^ial differenoaa between 
atudenta, ^amaoiata, and faoulty in their viewa of ptemaoiat 
ooamnieation? Mot in thia me. Thua, ^e a^tdjr l^ida iia to new 
queations. ¥hat night happen with a acre diversified group of faculty 
froa different pbaraaoy aohoela, pharaaoiata fron other geographical 
arena, p^urnaeiats fro« other nation who work ynder different ouXtural 
and legai reatriotioi^, and patient 1^0 are Xeaa trained in eoMraaioation 
skills? The atruotureCa) of thought prooaaaea about oowninioation might 
be quite different. In this oaae there seeas to be a unity of thought 
aaong pharaacy atudenta, professionals, and patlenta about what 
pharmoiat-patient eonunioation ia. lAiat do they think it ahwld be? 
Would a coapariaon between real and ideal oowsunieation yield new 
insists? A follow-up that oMparea pharaacy student responses during 
school and five years after school could also give new understsuidings into 
the ooaaunieatien process between {^araaciata and patients. For now, 
theae pharaacy students seen concerned with the relevant issues , involved 
in patient iraada, i^liatio about the deaanda of the profeasion, anl 
optimiatio about their ability to deal with the coasunl cation problems 
they will face. 
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Api^ndiz It Paotor Qm Strueturd 

Desoei^iBe Array of Z-Soores 
BLoA Itea SeaoriptiOBS for Typ® ^ 

Host Agree 

28. Ibe phamaoiot should rl^'ay^ fooua on the patient and how or what the 

patient feels* (1*65) 
in. X feel oustriaer ehov. d expeot such sore froa the jdiansacist, 

besides **Here*8 your medication. " Cttatttsers are truly the boss and 

we should give thes vh%t they're paying fort prtMiHOt AHC servioe. 

(1.50) 

31. It se^M ^at tlie majority of tiie people out ^ere don't r^lly 

understand the role of the pharsaoist. (1.47) 
39. Moat people don't even know what a phanuioiet does. We appear 

respeo'teble, hut ours in not really a visible profession. People 

don*t ui^ers^Md what we do. We need to get th«B to ui^erstaiid. 

(1.45) 

13. Pharmaoists need to get patients to slow down and listen. (1.27) 

7. Soaetiaes it is hard to go out and counsel a patient in a earing 
D»ai»r when there are ten ^\ib waitii^ behii^ Hkm oounter. (1.24) 

il5. Most patients are u^ett due to illness, worry over a loved one, Rx 
price, frustration due to the doctors , nurses , or other medioal 
providers. It is easier to be eapathetic with a happy customer than 
an unhappy one. Pexiiaps this is why phamaoists in the field do not 
show a lot of empathy . (1.20) 

18. Pharaaols ts should take more tine to counsel their patients. One 

thing I want to change, is to sake roore tiae for each patient. (1.14) 
4. Some pharaaoiste are extreaely busy and don't take the tiae to 
counsel patients. O^rs imiy not v&nt Hke personal contact with 
their patients. (1.09) 
3. So oaqy diseases — hy^rteission, diabetes, atherMolerosia— 

silent. Bec»uise '^e patient (^usnot see a problea they don*t worry 
about it. The ^laraaeist should help the patient see that the 
problem is leading sosewhere. If the patient ui^ierstands the 
rasifieatioim, the patient will be more coapli^t. (1.07) 

12. Pharaaoists need to know sore about how to deal with problea 
patients I signs of uneasiness, coaplaints about not taking the 
aedieatioi^, people ^o dcm*t wmt to talk, people in a hurry. (1.06) 

37. Patients are looking for different things froa a ptetroaeist, so we all 
can't do the saae thing and please everyone. (1.01) 

17. Enpathetic and active listening are good when there is tiae, but most 
patients are unwilling to t^e 15 ainutes with a stranger to tell 
then their problems. It is these tiaes that the ]^ari»oist aust use 
their ooaBiuni(»tion skills to help the patient o^n up. (0.94) 

8. Recently, I have taken more tiae to explain nedication to the 
patients and I also "practice" eapathy on -^e job. I thou^it that 
would be easy, but it is not as easy as every<»ie thinks it is. (0.78) 

34. Often people "duap" on the ^raacist. The patient is ill, upset, in 
a hurry. There are problems with doctors and nurses. These people 
often act inappropriately toward tifie j^araaoiat, and ^^e j^arsKioist 
^st has to take it. (0.67) 
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11. I worry because I don't feel that I can retain all the information 
that I have been taught in pharaaoy eohool. I have a bad me»ory 
anyway. (0.62) 

16. A pharsaoist ihould have the skills to discern whioh patients want to 
talk and which ones should only be told the facts quickly so they can 
be on their way. (0.58) 

1. Taking responsibility and being self-assured isn't too difficult 
because, our knowledge is extensive compared to the patients 
knowledge . (0.54) 

33. There are o»ny problems with pharaacy, but so far very few solutions. 
(0.43) 

35. I*m concerned that the pharmacist as a professional is becoming 

stagnated, aad that stakes the ^ob appear so unimportant and aore of a 
routine. PharBtaoies should begin offering additional services to the 
patients. (0.43) 

49. It is difficult not to be judgmental, even if you don't let it show 
to the patient. It is hunan nature to judge others. (0.40) 

29. A phanftttoist should help the patie.it problem-solve. Pharmacists 

should asake suggestions, such asi "Rave you thou^t about.. (0.36) 
9. A day is only so long, and when a pharaaoist is filling 150 or so 
prescriptions a day, there isa't much tints for anything else. (0.30) 

22. A doctor tells thea they're sick and naoes a disease which patients 
often don't understand, gives thea a script, tuad then sends thea to 
the pharmacy. The pharaacist gives thea the drug and tells thea what 
to do. The patient doesn't utHierstand ouch of the whole thing. 
(0.16) 

40. The pharmacist must be an authority and soaetiass just bluntly 

stating the facts will do aore good for the patient, especially if 
the patient is in a hurry. (0.11) 

32. Patients feel hey are being over-charged for uiKie rear vice. It seeas 
to be a vicious cycle — their frustration carries over to the 
phamaoists • attitude which the pharcaoist displays back to the 
patient. (0.07) 
6. A good pharmacist is a good educator. (0.03) 

42. If the patient is in a hurry, I aay just hold on to the bottle. What 
are they going to do, pull it froa ay hand? Then I can take an extra 
ainute or two to go over ^e aedication with thea. (0.17) 

43. I feel totally frustrated when I watch a pharaaoist handle oustoaers 
in the wrong aanner. Plany don't take the tine to put theaselves in 
the patient 's shoes. As a result, the pharaaoist is always rushing 
the patient, opposed to the patient rushing the j^araacist. (-0. 19) 

25. "Real pharmacists" in the "real world" don't coaaunioate very well. 
(-0,27) 

2. I think the most important ski^l for a pharmacist is eapathy. (-0.35) 
21 . I aa amused at the fact that we have bscoae so oonputerized in the 

pharmacy. It appears that the pharmacist stands in front of the 
tube — venting anxiety — opposed to being out front handling the 
custoaer 's coaiplaints . (-0.36) 
24. I know what to say, but when I'a actually talking to the patient, I 
get flustered. This is especially apparent when I'm asked a question 
about an area I sa not especially knowledgeable in. (-0.36) 
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50. Patients worried about pricing certainly get tie irritated. So, onoe 
the patient brings it to ay attention, I imediately get on the 
defensive. I start trying to Justif:^ the cost, (-0.38) 

41. Host phax^oists wmild rather hide behind a oounter them talk to a 
patient. C>0.40) 

23. It is easy to list l^e **do*s and don't's** with an Rx ami not get 

feedbaok or read "ttie patient's ncmverbals. (-0.42) 
30. Perhaj^ we shouldn't tell a patient that they lai^t diarrhea with 

a a^ioation if ^ey mt(^% Just through ^e power of suggestion. 

Also, we don't want to tell soneone that this nedioation has oaused 

death in j^tiente and soare theai awsgr froa e<Miplianoe. (>0.68} 
5. Other people are not going to ohange their behaviors . Pharaaoists 

have to elmnge their behaviors so they oan le&m ways to adapt to 

other health care professionals and workers. (-0.75) 
44. It's hard to eapathize with patients, because it hurts. It's easier 

to build a wall and not get too elose. (-0.61) 
36. It*s hard for "the soientist" in the j^iamaoist to be "^e humanist" 

when dealing with patients. (-0.83) 
20. It is difficult to learn good ommunioation skills. Although 

praotice heli», there are too few good exanplesi aaong the faculty 

who teach phamaoy and anocg i^'^aroacists I see at work. (-1 .01) 
15. I know enpathy is supposed to k.vlp the patient relax, but it oakes me 

feel like I an lying to then. (-1.07) 

46. It is hard to stop and forget about all the pressures and focus on 
this person's to and the inforaation to go with it. (-1.15) 

19. Coaiminioation with patients in a pharaaoy settii^ is difficult for 
fse. (-1.15) 

51. I Just oriags at how fake soae "apathetic** stateaents sound. (-1.20) 
10. I've found that most patients don't care to know what they're taking 

or really what to expect from taking the aedioations. (-1.21) 

26. Touching a patient or oustoaer is artificial and inappropriate. It 
turns me off. (-1.30) 

48. One time I was in a conversation with someone who was using 
eapathetio stateaents. fhey just tun^ se off. (-1.46) 

47. I have a problea with enpathy. To ae, it ooaes off soui^ing so 
insincere. (-1.76) 

27. My greatest fear in oonouni eating with a patient is trying to 
perceive what they want to know. (-1.81) 

38. There is no right or wrong way to oonmunicate. (-2.51) 

Most Disagree 
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